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DECLARATION by APPLICANTT en+{s' Ero dsqr crl

1) I hereby conlirm that all details in this Form are True to the best of my knowledge. Any lalse statement will render my Appllcaton & ongolng ssslstancs, lf any,

liabls for IEjectiory'cancellation.

2) lsolemnly confirm that assistance, iI received from Koshika Foundation, will be us€d only for ths'puIpgso', Es stated ln thls Form, tor whlch su.fi agslstanco

was requested by me.

3) I he;by confifti that I have not & will rbt in future, avail of reimbursem€nt, in part or in lull, lrom any othsr source/smployor/lnsuranca compsny, o, tie
,or whidr this assistance is requesled.
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1) By afitxing my signature or thumb impression on this Form, I (Appticant) hereby agree & authorise Koshika Foundatlon and its Trustees to

use/publish/put-upkeproduce my namg, address, photo & details of the 'purpose', for whlch such assistance is requested/granted, through any

meOium, inciudin! bui not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissemin?ting informatlon aboul it's

scuvi0es/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fulfilment orlhe'purpose'

forwhich assistance is being requestod.

2) I (Applicant) furlher agree that anytuch use of my name, address, photo & details of the'purpose', tor whlch such asslstance ls rEquesled/grantod,

wilt noi automitica y enaiie me lor receiying or conlinuing the sald assistance. The decision for grantlng and/or continulng lhe asslstance will rest sol€ly

with the Trustees of Koshika Foundatlon, and their decision is thls regard will be flnal and acceptable to me.
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By affixing hereunder, signature of ourAuthorlsed Signatory for recommending thls case/patlent for financlal asslstance trom Koshlka Foundatlon' ws

(Hospital) hereby affrrm & accept lollowinS:
it rtir we neirtrer are oresentlv nor will in future avail of financial assistance from another NGO or any other source, for lhe same palient/oasE, as we are 

.

;Jffiti;; ti;;i rr;;'K"!r,liiJ io-r"iiti"., i" it e eitent that such assistaoce is granted by Koshika Foundation. lrlhe request€d assistance isnot granled
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ii,r, irr"ine uoiprat reserves it's right to m;ke up th; shortfall rrom another NGo or anv othor sourco. This

cl,nniration essenriarrv stjtes trar the Hospitit wi ;6t avail any duplicaie assistanceior lhe same patienUcase {rom any olher NGo or any ottler source'

iirte aiiistance t,orirosrr,xa Founoatioriii onty tinanciat in riatuie. rhe choice ol the keatmenVprocedure advisediconducted by the Hospltalon tie

piti"ntJi-oi.ro on tr" auung"."nt b"t*l"n ihJpatieni a f,e n*p,tal, and ls in.no wav influenced bv Koshika Foundation. Hence, lhe Hdspltsl wlll.

assume sole & comDlete resoonsio tity ot tri tr"uirionia ii'"orrconi" & satety of the patient, and Koshlka Foundatlon wtll have no role or responslblllty

ln the matter.
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